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Daily drills in Pre hospital and Retrieval Medicine 
 
#1 Neonatal resuscitation 
Learning objectives:  
1) To practise neonatal  resuscitation skills  
2) To safely manage mother and neonate in a peripartum scenario and expedite safe 
transportation 
Equipment needed: 
 Paediatrics airway equipment  
 Neonate mannequin (or a doll if a neonate mannequin is not available onsite )  
 Syringes / IV fluids etc.  
 Maternity kit 
Scenario 
You are the Retrieval specialist on the shift in Brisbane. You have a nurse / paramedic with 
you. 
Your role will be as the clinical team leader of the team. Clinical coordination informs about a 
retrieval job from Sunshine Coast hinterland. The story is odd and it involves a heavily 
pregnant lady who crashed her car at a very low speed into a tree. The paramedics are now 
conducting labour under a tree near Montville. You arrive there at this incredible scene as 
the baby is being delivered. 
Patient details: Amanda has just delivered Keagan – a full term baby. He was delivered by 
paramedics on the road side. On enquiry with the paramedics, the history goes like this. 
Amanda was apparently in early labour .To her horror, she noticed that the telephone lines 
were down due to the storms in the previous night. So she decided to drive to the nearest 
hospital but enroute she had severe labour pains and had to stop her car. She waved at a 
passing car and they stopped seeing her distress and called 000 from their mobile phone.  
On your arrival at the scene, Keagan looks full term. On examination, his heart rate is 
80/min, respiratory rate is low about 8 and he has peripheral cyanosis. He has poor tone and 
has got meconium stained fluid in his mouth.  
How will you resuscitate Keagan?  
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Other actions required to safely manage mother and neonate in a peripartum 
scenario and expedite safe transportation 
- Inform QCC – may need neonatal team to retrieve baby separately or may be 
able to be accommodated in the same chopper (to improve maternal 
bonding). Breast feeding promotes uterine involution. 
- Reassure the patient. 
- Make sure that the helicopter floor is not bloodied (use pinkies)   
- Documentation. 
- Incident report. 
- Debrief with team at the end of flight over a cuppa. 
- Debrief with base lead and get ready for next Thursday internal audit.   
- Follow the case with your contacts in RBWH maternity suite.  
- Larger issues – Why was this lady in advanced stages of pregnancy in 
Montville? This may be addressed by RSQ/ Qld Health audits.  
- It may be worthwhile flagging this by OOR reporting.   
 
References for further reading  
1) QAS clinical Practise guidelines 
https://ambulance.qld.gov.au/docs/clinical/cpg/CPG_Resuscitation_Newly%20born.pdf 
Version October 2015; accessed November 2015 
2) Neonatal resuscitation – Queensland health guidelines 
https://www.health.qld.gov.au/qcg/documents/g_resus5-0.pdf 
Version October 2011; accessed November 2015; Review October 2016 
3) ANZCOR Neonatal Flowchart   
http://resus.org.au/guidelines/flowcharts-3/ 
Version: January 2016; accessed November 2015 
4) SOP 2.01 Pre hospital RSI  
5) SOP 2.03 Optimising Preoxygenation for RSI 
6) SOP 2.09 & 2.10 SPEED BOMB 1 & 2 
 
 
 
 
PAGE 5 
Daily drills in Prehospital and Retrieval Medicine 
#2 Prehospital Paediatric Scenario SVT 
Learning objectives  
1) To practice RSI or careful sedation for electrical cardioversion  
2) To practice electrical cardioversion in children. 
Equipment needed  
1. Paediatric airway equipment  
2. Mannequin  with Sim pad  
3. Syringes/IV fluids etc.  
4. ProPaq Monitor with paediatric pads 
Scenario 
You are the Retrieval specialist on shift in Brisbane. You have a nurse / paramedic with you 
Your role will be the clinical team leader.  Clinical coordination informs you about retrieval 
from a GP clinic in Russell Island (~15 mins flight time). It is a paediatric case that has 
presented in his clinic. The GP suspects SVT. 
Patient details 
6 month-old Jack is usually a healthy child. He weighs 8 kg and has a decompensated SVT. 
Jack is fully vaccinated, has no allergies and not on any medications. But Jack has been 
intermittently unwell for the last few days, with pallor and difficulty in feeding. This morning, 
his mother took him to the GP where he was having a narrow complex tachycardia and called 
the GP called the Retrieval services soon after. No specific treatment was administered. 
Their initial findings were: unwell, pale child, with increased work of breathing.  
His vital were as follows  
GCS 12 (E3, V4, M5) Temp. 37ºC, Heart rate 240 bpm. Pulse is present but weak and 
thready. SBP Unable to be recorded reliably. The GP has only provided oxygen therapy. They 
have not established IV / IO access, nor administered any medications. 
Questions 
1) You will be air borne soon, what preparations are you going to make?  
2) Mention at least 2 important questions you intent to ask the referring doctor. 
3) Discuss with the nurse what you intent to do with Jack? – use a structured approach   
4) Practise a hand over to the Paediatrics emergency department. / Cardiologist on 
arrival at Lady Cilento Hospital. 
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Answers   
1) Preparation -Any approach to prepare (My approach is WETFLAG)  
W - Weight – ( Age +4 ) * 2 , if above the age of 10 then weight = age * 3  
E - Energy – 4 J / Kg for defibrillation 1-2 J /Kg for cardioversion  
T – Tube size =Age/ 4 +4 , Multiply that by 3 to get the length   at incisor teeth .  
F - Fluid bolus 20ml/Kg , Maintenance 421 formula  
L- Lorazepam (Midazolam) = Dose 0.15 mg/kg or in this case Fentanyl 1mcg/Kg  
A - Adrenaline =10mcg/Kg . Adenosine 100-300 mcg/Kg, Atropine 20mcg/kg  
G - Glucose 5ml /Kg of 10 % dextrose  
2) Questions – a) Does Jack have any obvious clinical signs of infection?  
b) is the child known to have any congenital cardiac anomalies (post corrective surgery 
etc.). In this case may need transfer to specialised cardiac centre.  
Can you think of any other relevant history to ask?  
3) ABCD approach.  
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ISBAR handover practice   
 
Scenario 
Airway: Initially compromised by poor GCS, but amenable to correction by head positioning.  
Since he is 6 months the chin lift manoeuvre would be successful. In the scenario he will 
NOT tolerate a Guedel airway. If RSI or sedation is opted for cardioversion, then he will need 
full airway support.  
Breathing: Increased work of spontaneous breathing from cardiogenic shock. This patient 
does not need ventilation assistance. However, breathing needs to be closely monitored as 
ketamine/Ventorlin is being administered. 
Circulation: Pale, with cap refill time of 5 seconds. HR 240;  SBP not recordable. One or 
more boluses of N Saline, at 20ml/kg or 160 ml may be administered by doctor, but will not 
improve his cardiovascular status. Jack needs urgent cardioversion. Retrieval team may try 
vagal manoeuvres such as ice to face which is unlikely to work, but electrical cardioversion 
will work.  
Disability: Lethargic child with GCS of 12. Floppy. No rash.  Other: His BSL is 4.5mmol/L. All 
other blood investigations are pending (if these are asked for). ECG should be done.  
12-lead graph (appended). (SVT)  
Definitively management  
Need to obtain IV/IO access 
May try ice to face or cold water submersion prior to shock 
Electrical cardioversion: 1J/kg or 10J, synchronized. Reversion ONLY occurs with 2J/kg or 
20J, Induction or sedation should be cautious, and not lower BP.  
Ketamine or fentanyl preferred. 
Post resuscitation care: judicious IV fluids, temp control, post reversion ECG, 
referral/disposition.  
 
References 
1) APLS – Resuscitation council guidelines 2010 
2) SOP 2.01 Pre hospital RSI 
3) SOP 2.03 Optimising Preoxygenation for RSI 
4) SOP 2.09 & 2.10 SPEED BOMB 1 & 2 
5) SOP needed (on SVT management APLS based)  
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6) Some ISBAR Resources 
http://www.rch.org.au/uploadedFiles/Main/Content/medicaleducation/Handover_powe
rpoint_Gen%20Med.pdf 
Version October 2013 
http://www.safetyandquality.gov.au/implementation-toolkit-resource-
portal/resources/organisational-
leadership/ISBAR%20revisited%20Identifying%20and%20solving%20barriers%20to%2
0effective%20handover%20in%20inter-hospital%20transfer%20-
%20Project%20Toolkit.pdf 
Version May 2009 
Some videos on ISBAR 
http://www.safetyandquality.gov.au/our-work/clinical-communications/clinical-
handover/national-clinical-handover-initiative-pilot-program/isbar-revisited-identifying-
and-solving-barriers-to-effective-handover-in-interhospital-transfer/ 
7) APLS SVT algorithm ABCD approach 
https://www.apls.org.au/sites/default/files/uploadedfiles/Algorithms%20-%20SVT.pdf 
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Daily drills in Pre hospital and Retrieval Medicine 
 
#3 Adult resuscitation 
Learning objectives  
3) To practise adult  resuscitation skills  
4) To safely manage and transport a patient with ROSC after out of hospital cardiac 
arrest.  
Equipment needed  
- Mannequin with Sim pad  
- Syringes / IV fluids etc.  
- Airway equipment  
Scenario 
You are the Retrieval specialist on the shift in Brisbane. You have a nurse/paramedic with 
you. 
You are the clinical team leader.  At 10:05 am you get a call from the clinical coordination 
about retrieval from Sunshine Coast hinterland. There was a low to moderate speed motor 
vehicle accident- a car versus a tree event. There is obvious damage to the front of the car 
but the cabin is largely intact. The fire department personnel on scene are having trouble 
extricating the man because his foot is stuck under the brake pedal. They suspect a medical 
event because the 65 year old driver named Mr Mackenzie is still complaining of chest pain.  
Before your arrival, QAS staffs have administered O2 by NRB, obtained IV access, given 
Aspirin 300mg while the fire service personnel are still trying to get the driver’s foot from 
under the car pedal. He was also given Fentanyl 50mcg for pain.  
   
Patient Details  
Mr Mackenzie is still in the car clutching his chest and complaining of foot pain due to 
entrapment .GCS 15 Pulse 120 /min NSR  BP 154/97 RR 20 /min Spo2 100 % on NRB.   
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Airway: clear, able to speak.  
Breathing: Increased respiratory rate and obviously distressed.   
Circulation: Stable with no evidence of any significant blood loss   
Disability: Nil – other than the entrapped right foot. 
Soon – “Hooray”! The firemen are able to release Mr McKenzie and he is promptly moved onto 
the Stryker stretcher with C spine and spinal precautions.  
However, suddenly Mr Mackenzie becomes unresponsive and you notice only occasional agonal 
breaths. You also note his rhythm on the ECG monitor.  
A copy of his ECG is given below 
 
Question: What will you do now? 
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Note: It is important to bring the stretcher down to a more convenient height and put the 
brakes on for provision of safe CPR and prevent injury to personnel.  
Post resuscitation care: 
1. CPR need to be continued till the heart beat is strong enough to produce peripheral 
pulse 
2. Titrate oxygen delivery to maintain Spo2 94-98 %  
3. Adjust ventilation to maintain Normocarbia 35- 45 mm of Hg  
4. Insert gastric tube to decompress the stomach 
5. Contact QCC – cardiology for immediate PCI even if the initial ECG trace is normal  
6. Give adrenaline 50mcg ( 0.5 ml ) of 1:10000 if there is persistent hypotension and 
treat the other treatable causes like hypovolemia, hypoxia, tension pneumothorax ( 
post CPR rib fracture) hypo/hyperkalaemia 
7. Aim for a urine output of 1ml/kg/hour  
8. Maintain BSL less than 10 mmol/L but avoid hypoglycaemia 
9. Commence therapeutic hypothermia   to a temperature range of 32-34ºC – cooling 
blanket, ice packs to axillae, groin, A/C switched in the AW 139 craft etc.  
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10. Investigations after arrival will include- CXR to check position of the tube, Arterial 
blood gas, Electrolytes.  
 
References  
1. QAS clinical Practise guidelines-Adult resuscitation 
https://ambulance.qld.gov.au/docs/clinical/cpg/CPG_Resuscitation_Adult.pdf 
Version: October 2015 
2. Advanced Life Support for Adults 
http://resus.org.au/guidelines/flowcharts-3/ 
Version: January 2016 
3. SOP 2.01 Pre hospital RSI  
4. SOP 2.03 Optimising Pre oxygenation for RSI 
5. SOP 2.09 & 2.10 SPEED BOMB 1 & 2  
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Daily drills in Prehospital and Retrieval Medicine 
#4 Resuscitation Pregnant Woman/PPH scenario. 
Learning objectives  
5) To practise intubation in a pregnant lady   
6) To revise the PPH resuscitation protocol and expedite safe transportation of a lady in 
Shock due to PPH. 
Equipment needed  
- Adult airway equipment  
- Syringes / IV fluids etc.  
- Adult Mannequin  
- Maternity kit 
Scenario 
You are the Retrieval specialist on the shift in Brisbane. You are called to by QCC while on a 
RFDS flight to Gayndah for a Priority 1 dash to retrieve a lady with Post-partum 
Haemorrhage (PPH) to RBWH.  
Patient details  
Lotta Blood is a 36 year old G6 A0 P5 lady who presented to Gayndah ED and is currently in 
advanced stages of labour – baby’s head is seen but Lotta is exhausted. She feels this 
pregnancy is different to previous pregnancies. Now she has started to bleed from the vagina. 
She was apparently in early stages of labour when she called 000 but has progressed quickly 
since then.  
Pre-flight preparation  
Take blood (4 units from Careflight base at Tinkler Aviation Hangar- as RFDS as no blood 
storage facility).Preferably a nurse with Midwifery training (if available) will be very helpful.  
On Arrival 
Lotta looks pale. The JHO who is relieving is delighted to see you. You can see blood still 
dripping under the obstetric bed. She has two 18 gauge IV access on each ACF. Heart rate is 
130/min with low volume Pulse. RR 18 /min. BP 118/68.  
Lotta delivers a healthy 4.5 Kg baby to everyone’s relief. The baby is pink, healthy and 
active: crying well as the nurses took him away. You suddenly notice increased dripping 
under the table before Lotta becomes unresponsive. 
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Soon –“Hooray”! You control haemorrhage. You can’t wait to get to RBWH to end this 
bloody nightmare of a retrieval, but you like a bit of challenge and like to help people in need 
Questions  
1) What are the common pitfalls in the assessment of pregnant ladies? 
2) What are the important causes of PPH?  
3) What are the important features in safely intubating a pregnancy lady? (Luckily for 
you , Lotta did not need intubation today). 
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4) What will you do before transferring the patient? 
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Answers. 
Ans. #1)   
- Underestimation of blood loss 
- Delayed estimation of the severity of PPH – masked due to physiological changes 
- Insufficient/late resuscitations  
- Delay in institution of specific therapy  
Ans. #2) 
Four Ts Specific Causes Relative frequency  
Tone Atonic uterus 70% 
Trauma Lacerations, Hematomas, 
Inversion , Rupture  
20 %  
Tissue Retained placenta, invasive 
placenta  
10 % 
Thrombin Coagulopathies  1% 
Ans. #3)   
High Risk: Pregnancy confers a ten times increased risk of failed airway. This needs optimum 
positioning and preparation for ETT placement.  
Anatomical Features:  
 Larger breasts. Engorged friable tissue around airway (Increased bleeding risk) 
 Typically higher Cormack-Lehane views due to increased airway oedema.  
 Difficult Bag Valve Mask Ventilation.  
Physiological Changes 
 Marked desaturation can occur rapidly 
 Increased Oxygen consumption, Increased Minute Volume, Decreased FRC and TV.  
 Reduced LOS Tone, Increased Aspiration Risk, Reduced Gastric Emptying, GORD.  
 Increase Circulating Volume/Plasma Volume, Anaemia, Reduced BP and Peripheral 
Resistance. Pre-Medication drugs that reduced BP should be due to decreased 
perfusion of the Placenta in low flow states.  
Note: Always need to be placed (in the third trimester) in the left lateral position to avoid 
Aorto-caval Compression Syndrome.   
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Ans. #4) 
- Inform QCC – may need neonatal team to retrieve baby separately or may be 
able to be accommodated in the same chopper (to improve maternal 
bonding). Breast feeding promotes uterine involution. 
- Reassure the patent. 
- Make sure that the helicopter floor is not bloodied (use pinkies)   
- Documentation. 
- Incident report. 
- Debrief with team at the end of flight over a cuppa. 
- Debrief with base lead & get ready for next Thursday internal audit.   
- Follow the case with your contacts in RBWH maternity suite.  
- Larger issues like – Why was this lady in advanced stages of pregnancy in 
Gayndah may be addressed by RSQ/ Qld Health audits. It may be worthwhile 
flagging this by OOR reporting.   
References  
1. Queensland Maternity & Neonatal Clinical guidelines  
2. SOP 7.01 Post-Partum haemorrhage management   
3. Primary post-partum haemorrhage management -Queensland Clinical Guidelines 
https://www.health.qld.gov.au/qcg/documents/g_pph.pdf 
Version: October 2013; Review December 2017 
4. RANZCOG; Management of Postpartum Haemorrhage (PPH) 
http://www.ranzcog.edu.au/college-statements-guidelines.html 
Version: May 2015; Review March 2017 
5. SOP 2.01 Pre hospital RSI  
6. SOP 2.03 Optimising Preoxygenation for RSI 
7. SOP 2.09 & 2.10 SPEED BOMB 1 & 2  
8. SOP (needed) Airway in late stage pregnancy.  
Resuscitation in Late pregnancy –Emergency Procedures  
http://www.kemh.health.wa.gov.au/development/manuals/O&G_guidelines/section
b/11/b11.1.pdf 
Version: Feb 2015; Review July 2017 
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Daily drills in Pre hospital and Retrieval Medicine 
 
#5 Bariatrically challenged individual 
Learning objectives  
1) Safe intubation in obese individuals   
2) Safe transport of obese individuals. 
Equipment needed  
 Adult airway equipment  
 Mannequin (intubatable)   
 Syringes / iv fluids etc  
 Vacc. Mat , at least 5 – 6 blankets or sheets   
Scenario 
You are the Retrieval Registrar on the shift in Brisbane. You have a nurse/paramedic with 
you 
You are the clinical team leader. Clinical coordination informs about retrieval from a GP clinic 
in North Stradbroke Island (~15 minutes of flight time). A 46-year-old man who presented 
with chest pain in a GP clinic, while he was being examined suddenly collapsed. 
Patient details 
46-year-old Jack Ginormous is usually in good health other than being overweight at 160 Kg. 
He takes no usual medicines and has no allergies. He has an estimated BMI of more than 
35. His GCS is 8, BSL is 6 and ECG shows sinus rhythm with no ST or T wave changes.  
Pulse 120 BPM 120 /84 RR 8 Spo2 88% on 2 litres nasal prongs.  
Questions 
1) You will be airborne soon, what challenges are you likely to face? How will you 
prepare to deal with those issues?  
2) How will you optimise this patient for a safe intubation and safe intubation care 
before transportation to the RBWH? 
Answers 
Ans #1) 
a) Difficult bag mask ventilation  
b) Tendency for partial airway obstruction due to increased soft tissue in the upper 
airway  
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c) Rapid desaturation  
d) Difficult laryngoscopy  
e) Altered drug dose due to altered pharmacokinetics 
f) Difficult vascular access 
g) Accurate measurement of BP 
h) Difficulty related to transfer and transport including weight limitation of the stretcher 
and the mode of transportation itself.   
i) More tendencies to aspirate.  
Ans. #2) Preparation  
a) Adequate preoxygenation - Mask ventilation is predictably difficult. Therefore, use a 
oro/naso pharyngeal airway and a 2 person/2 handed technique for a bilateral jaw 
thrust technique. 
 Another technique, if the situation allows, would be use NIV for preoxygenation- 
100% CPAP set at 10cm to decrease atelectasis and improve FRC.  
b) Adequate positioning. The head should be elevated to at least 25 or in the ramp 
position – ear at the level of the sternal notch. May have to lower the bed or use a 
footstool to improve the view on laryngoscopy.  
 
 
c) Consider delayed sequence intubation.  
Breathing: Recruitment manoeuvres.  
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Lung recruitment is a method of establishing ventilation in collapsed or partially collapsed 
alveoli. 
Preparation 
Invasive pressure monitoring  
Correct hypovolemia 
Adjust appropriate alarm limits 
Ensure patient – ventilator in in synchrony (sufficient analgesia and paralysis)  
Procedure 
1) Baseline ventilation 
a.   Mode PCV to obtain V tidal of 6ml/kg  
b. Fio2 to obtain Spo2 of 92-94%  
c. RR 10-15  
d. PEEP 10-20 cm of H20  
e. I:E ratio 1:1  
2) Increase PEEP to 20 cm of H20  
3) Recruitment phase- to open non aerated alveoli: gradually increase P ins by 2-4 cm 
H20 increment s to obtain P insp of  35- 40 cm of H2O over a few minutes.  
4) When you notice a substantial increase in Vi tidal for a given P insp this corresponds 
to opening pressure of the lung. SPo2 will increase as a result of improved gas 
exchange.   
5) Then decrease the  P insp to obtain V tidal of 6 ml/kg  
6) Optimal PEEP phase – gradually reduce the PEEP by 1-2 cm and at the point where 
you notice a significant drop in V tidal this PEEP corresponds to closing pressure  ( 
SPo2 will drop as a result of collapsed alveoli 
7)  Set PEEP 2-3 cm above this value  
8) Increase the P insp to OP for a few cycles to recruit recently collapsed alveoli.  
9) Adjust  
a. P insp to obtain V tidal of 6ml/kg 
b. RR to obtain appropriate ETCO2 / PaCO2  
c. Fio2 to obtain appropriate SPO2 / PaO2  
Simple formula for PEEP  
Fio2 PEEP  
03 5-10 
0.4 10 -18 
0.5 18-20  
0.6 to 1.0 20-24 ( not possible in Oxylog)  
 
Additional notes from RFDS Western operations version 6 Clinical guidelines page 23  
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Invest in good preparation  
Position patient in ramped position (ext. auditory meatus in line with angle of sternum – may 
require a number of pillows under shoulders, head & neck  
Adequate Preoxygenation using BVM and PEEP valve, ventilate with TV based on ideal body 
weight.  
Prevent aspiration at all cost – suction on, enough people to turn patient if needed. 
Beware of giving opiates and sedatives  
Anticipate reduction in cardiac output – keep inotropes& fluids handy   
Ensure patient ventilator synchrony (sufficiency analgesia and paralysis)  
Prevent injury to staff by taking precautions while transferring patient and avoiding lifting. 
 Use bariatric ambulance when possible.  
Inform pilot about patient’s weight 
Always secure patient onto the stretcher 
When transferring sick patients by road, use appropriate stretchers.  
The Helimod stretcher with bridge may have to be used on a Stryker stretcher with VACMAT 
as shown below for road jobs 
 
Relevant SOPs  
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SOP 3.1 Lung ventilation strategies   
SOP 2.07 Bariatric RSI clinical guidelines. 
SOP 2.05 Delayed Sequence intubation  
SOP 2.01 Pre hospital RSI  
SOP 2.03 Optimising Preoxygenation for RSI. 
SOP 2.09 & 2.10 SPEED BOMB 1 & 2  
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Daily drills in Pre hospital and Retrieval Medicine 
#6 Maxillo-facial haemorrhage 
Learning objectives  
1) RSI in the presence of severe maxillo-facial haemorrhage  
2) Principle of haemorrhage control in severe maxillo-facial bleeding. 
3) Prevention of complications of maxillo-facial bleeding: aspiration and shock. 
Equipment needed  
4) Adult airway equipment  
5) Mannequin (that can be intubated)   
6) Syringes / IV fluids etc.  
7) Maxillo-facial training kit or maxillo-facial kit from the primary pack  
8) SOP 5.02 Management of maxillo– facial haemorrhage  
 
You are the Retrieval specialist on the shift in Brisbane. It is 0900 now. You have a 
nurse/paramedic with you. You get called by QCC for a primary on Mount Nebo road past 
The Gap.  
Briefing 
Single motorbike crash on a winding mountain road at 80km/hour. 45 year old driver is on 
the road and paramedics are attending the scene. No other individuals are involved. He 
has severe maxillo-facial injuries as he was wearing a helmet without jaw support.   
You are tasked as a Cat 1. 
What preparation will you do in terms of RSI? 
On arrival 
45 years old Mr David Mountain has severe bleeding from face and jaw area with GCS 12 
E3V3M6 suspected head injury, pupils equal reacting. He is spurting out blood from his nose 
with every breath and occasionally spitting out blood from his mouth.    
Airway: patient is having stridor – facial injury with some bleeding within the mouth and 
over the forehead. Pulse 110/min BP 100/60, RR 27/min. Deformed jaw with malocclusion.   
Breathing: Increased work of spontaneous breathing, movements of chest wall normal.  
Circulation: Pallor + bleeding from scalp and face pooled over his side. 
Extremities look grossly intact but you suspect a distal radius fracture on the right side   
He was wearing full protective gear on his upper body which was removed by the paramedics 
on scene. The helmet had no jaw protection.   
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Action required:  
Usual trauma assessment according to ATLS guidelines 
Airway protection as per Prehospital RSI SOP 2.01. 
Plan for increased bleeding once muscle relaxation sets in.  
RSI with oral intubation is preferred but be prepared for surgical airway (mark site if 
possible and have “double set up” with cricothyroidotomy set handy.   
Splinting  
 Ensure cervical collar is securely fitted to brace both cervical spine and mandible. 
 Gently place lubricated EPISTAT nasal catheters along the floor of the nose, avoiding 
intracranial placement 
 Insert dental props between the rear molar teeth on both sides (widest part is 
anterior). 
 Fill two 20 ml syringes with normal saline 
 Inflate the posterior balloon first (White) with approximately 10 ml saline. Ensure 
that EPISTAT is in the right place by applying gentle traction. Observe for and 
corrective catheter migration occurs 
 Now inflate middle balloon (Green) with 20-30 ml until haemorrhage is controlled 
 Inflate both catheters slowly alternating between the two to prevent deviation of 
bony fragments.  
 If catheter migration occurs or fracture widens, deflate balloon and redo 
Additional Haemorrhage control can be achieved by packing around the EPISTAT and 
intraoral packing around the ET tube.  
Relevant SOPs 
SOP 5.02 Management of Maxillo – Facial Haemorrhage 
SOP 2.01 Pre hospital RSI  
SOP 2.03 Optimising Preoxygenation for RSI 
SOP 2.09 & 2.10 SPEED BOMB 1 & 2  
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Daily drills in Prehospital and Retrieval Medicine 
 
#7 Cricothyroidotomy – Neck mass. Failed airway. Facial burns. 
Learning objectives  
1) Failed airway /difficult airway algorithm  
2) Cricothyroidotomy technique. 
Scenario 
You are the Retrieval specialist on the shift in Brisbane. It is 0900 now. You have a 
nurse/paramedic with you. You get called by QCC for a primary on Rosalie Plains, past 
Oakey.  
Equipment needed  
 Adult airway equipment  
 Mannequin (cricothyroidotomy)    
 Syringes / IV fluids etc.  
 Cricothyroidotomy kit.   
Briefing 
45-year-old lady kicked by a horse in a paddock. GCS 15 but paramedics report stridor and 
blood in the mouth. She has severe maxillo-facial injuries as she was not wearing a helmet.   
You are tasked as a Cat 1 
What preparation will you do in terms of RSI?  
On arrival 
45 years Tracey Horsewood is in distress.GCS 15. Pulse 120/min old BP 100/60 mm of Hg  
RR18/min Breathing is laboured and stridor is obvious. You observe injury to the jaw area 
and she is spitting blood continuously. Pupils equal and reacting. Chest movements seen to 
be equal although you suspect there could be head injuries.    
Airway: Stridor present, facial injury with some bleeding within the mouth and over the 
forehead. Pulse 110/min BP 100/60, RR 27/min. Jaw deformed with malocclusion.   
Breathing: Increased work of spontaneous breathing, movements of chest wall normal.  
Circulation: Pallor + bleeding from scalp and face pooled over her side. Usual trauma 
assessment according to ATLS principles 
Airway protection as per Prehospital RSI SOP 2.01. 
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Plan for increased bleeding once muscle relaxation sets in 
RSI with oral intubation in preferred but be prepared for surgical airway (mark site if 
possible & have “double set up” with cricothyroidotomy set handy.   
 
Difficult airway Algorithm Drill  
Failed intubation drill CANNOT SEE CHORDS 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
The 30 SECOND DRILL 
Gentle BVM if sats drop 93% or less, 
otherwise avoid if possible 
•Figure out what needs to change to 
succeed – don’t repeat the exact 
same technique – the result will be 
the same 
•Ensure the patient’s position is 
optimum, face parallel to ceiling / 
sky 
•Ensure your position is optimum If 
using cricoid, release it, Try external 
laryngeal manipulation 
•See if better suction will improve 
view 
•Consider different blade size or 
type, consider McCoy blade if not 
yet used 
•Try inserting blade deeper and 
slowly withdrawing, looking for 
familiar anatomy 
CANNOT SEE CHORDS  
30 SECOND DRILL-RETRY 
ONCE THEN MOVE ON 
LMA TRY TO 
VENTILLATE  
 If your 30 second drill fails, you may repeat it 
once if saturations are acceptable (BVM if 
required) or move directly onto the failed 
airway drill if things are unlikely to improve 
 If you have a second 30 second drill and it is 
unsuccessful, MOVE ON to LMA, if not in 
place already, +/- cricothyroidotomy unless 
you have seen an issue that is very likely to be 
resolved during this third pass 
 If you are struggling, ensure your assistant is 
aware so that the rescue airway kit is at hand 
 Inform QCC 
 Do not remove LMA prior to attempting 
cricothyroidotomy 
IF FAILED, 
CRICOTHYROIDOTOMY 
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Relevant SOPs 
SOP 2.04 Cricothyroidomy   
SOP 5.02 Management of Maxillo-facial Haemorrhage 
SOP 2.01 Pre hospital RSI  
SOP 2.03  Optimising Preoxygenation for RSI 
SOP 2.09 & 2.10 SPEED BOMB 1 & 2  
 
  
 
 
Using the Brisbane base Mannequin for 
Cricothyroidotomy practice using old 
Ventilator tubing.   
Photography courtesy Flight Nurse  
Mr Geordie Tonkins  
FIGURE 1: SETTING UP THE MANNEQUIN FOR 
CRICOTHYROIDOTOMY 
FIGURE 2: SETTING UP THE MANNEQUIN FOR 
CRICOTHYROIDOTOMY 
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Daily drills in Prehospital and Retrieval Medicine 
#8 Failed intubation drill 
 
Learning objectives  
1) To describe the practical procedure    
2) To outline the failed intubation drill. 
Equipment needed  
 Adult airway equipment  
 Mannequin (intubatable)   
 Syringes / iv fluids etc.  
Scenario 
You are the Retrieval Registrar on the shift in Brisbane. You have a nurse / paramedic with 
you.Clinical coordination calls about retrieval from a GP clinic in North Stradbroke island (15 
mins’ flight time) about a 46-year-old man who presented with chest pain then collapsed at 
the clinic. The GP anaesthetist is well trained but is worried about this patient because he 
anticipates a difficult airway due to micrognathia and short neck.    
Patient details  
46 year-old Mr. John Challenge is usually in good health.  
His GCS is 8 BSL 6 ECG shows sinus rhythm with no ST or T wave changes.  
You can hear stridor. Pulse 120 BP 120 /84 RR 8 Spo2 88% on 15 litres nasal prongs.  
Questions 
Q1) You will be airborne soon, what challenges are you likely to face? How will you prepare to 
deal with those issues?  
Q2) How will you optimise this patient for a safe intubation and safe intubation care before 
transportation to the RBWH? 
Answer: 
Ans. #1) 
j) Difficult bag mask ventilation/ difficult intubation   
k) Difficulty with adequate pre oxygenation and therefore rapid desaturation  
l) Difficult laryngoscopy   
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Ans. #2) 
Preparation  
d) Improve preoxygenation-delayed sequence intubation)  
e) Improve positioning   head elevated at least 30 – ear at the level of the sternal 
notch. 
f) Practise the failed airway drill.   
 
Failed intubation drill CANNOT SEE CHORDS 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
LMA TRY TO 
VENTILLATE  
The 30 SECOND DRILL 
Gentle BVM if sats drop 93% or less, 
otherwise avoid if possible 
•Figure out what needs to change to 
succeed – don’t repeat the exact 
same technique – the result will be 
the same 
•Ensure the patient’s position is 
optimum, face parallel to ceiling / 
sky 
•Ensure your position is optimum If 
using cricoid, release it, Try external 
laryngeal manipulation 
•See if better suction will improve 
view 
•Consider different blade size or 
type, consider McCoy blade if not 
yet used 
•Try inserting blade deeper and 
slowly withdrawing, looking for 
familiar anatomy 
 If your 30 second drill fails, you may repeat it 
once if saturations are acceptable (BVM if 
required) or move directly onto the failed 
airway drill if things are unlikely to improve 
 If you have a second 30 second drill and it is 
unsuccessful, MOVE ON to LMA, if not in 
place already, +/- cricothyroidotomy unless 
you have seen an issue that is very likely to be 
resolved during this third pass 
 If you are struggling, ensure your assistant is 
aware so that the rescue airway kit is at hand 
 Inform QCC 
 Do not remove LMA prior to attempting cric. 
 
CANNOT SEE CHORDS  
30 SECOND DRILL-RETRY 
ONCE THEN MOVE ON 
IF FAILED, 
CRICOTHYROIDOTOMY 
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Relevant SOPs  
SOP 2.01 Prehospital rapid Sequence intubation. 
SOP 2.05 Delayed Sequence intubation  
SOP 2.03 Optimising Preoxygenation for RSI. 
SOP 2.09 & 2.10 SPEED BOMB 1 & 2  
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 Daily drills in Pre hospital and Retrieval Medicine 
 
#9 Polytrauma scenario 
Learning objectives  
1) RSI in polytrauma scenario  
2) Scene management 
3) Packaging 
Scenario 
You are the Retrieval specialist on the shift in Brisbane. It is 0900 now. You have a 
nurse/paramedic with you. You get called by QCC for a primary on Mount Glorious Road. 
Briefing 
Single motorbike crash into tree at 100 km/hour.45-year-old male bike club member was 
riding with friends, possibly under the influence of drugs. High speed collision with significant 
injuries.Scene is chaotic with at least 20-30 other bikies with possibility of firearms.  
  
You are tasked as a Cat 1 
Equipment needed  
 Adult airway equipment  
 Mannequin (intubatable)   
 Syringes / IV fluids etc.  
 Spine Board/Vacuum Mattress  
 At least 2 people  
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On arrival 
Scene as above: chaotic, multiple bikies, some helpful, some angry at QAS for arriving late? 
Patient Details 
Airway: Stridor + GCS 13, Pulse 110/min BP 128/83, RR 32/min. 
Breathing: Increased work of spontaneous breathing. Movements of chest wall normal.  
Circulation: Pale, feeble pulses, left hand, radial with a cap refill time of 5 seconds.  
Disability: Obvious bilateral lower limb fractures, Possibility of pelvic fracture and left radial 
fracture 
Note: Scene safety is paramount. Involve police if needed. Do not argue or justify what you 
are doing. Ensure fire department and police have secured the scene before landing and no 
personnel is at risk 
RSI according to SOP 2.01 
Patient Packaging 
Principles of packaging the trauma patient. Bone clot and cord care.  
 Remove clothes. ―Skin to scoop‖ 
 Control external haemorrhage 
 Splint suspected injuries 
a. Femoral traction splint CT6 
b. Pelvic Splints – Prometheus pelvic binder 
c. Box splints, vacuum splints, SAM splints 
d. Maxillo-facial packing 
 Spinal precautions where appropriate 
 Use scoop stretcher to minimise movement 
 Protect your patient – pressure areas, eye protection, ear defenders 
 Provide temperature control, wire/lead control/ventilator tubing control, and body 
fluid control. 
 Give clear instructions to your team e.g. ―Ready, brace, roll, lift/slide‖ 
All patients 
 Use vacuum mattress if transfer greater than 30mins  
 
 Keep patient covered  
 
 Ensure all medical equipment is secure  
 
 Ensure you can see and reach the monitoring equipment  
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 Ensure adequate oxygen is available for transfer to aircraft  
 
 If you're patient has a chest drain. Replace the under-water seal with a flutter valve 
system and be vigilant with regard to kinked tubes  
 
 Invasive blood pressure transducers must be secured to the patient at the mid-chest 
position in the mid axillary line, and be accessible.  
 
 IV lines should be accessible and flushed  
 
 Ensure rapid access to 02, suction, BVM, Drugs, airway kit, and fluids/blood  
 
 Ear protection  
 
Ventilated patients  
 
 Eye protection  
 
 Ear protection  
 
 Endotracheal tube securely tied and position noted  
 
 NG tube / Temp probe taped and secure  
 
 Urine catheter in situ and drainage bag emptied before transfer  
 
 Temperature control — monitor and ensure temp hypothermia- hypothermia 
contributes to coagulopathy  
 
Relevant SOPs 
SOP 2.01 Pre hospital RSI  
SOP 2.03 Optimising Pre oxygenation for RSI 
SOP 2.09 & 2.10 SPEED BOMB 1 & 2  
SOP 5.04 Patient Packaging primary trauma 
SOPS 5.09 Prehospital management of shock in trauma 
SOP needed (on warming)  
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Daily drills in Prehospital and Retrieval Medicine 
 
#10 Airway in a suspected Intra cranial bleed 
Learning objectives  
4) RSI in suspected intracranial bleed  
5) Cerebro protective measures.  
Scenario 
You are the Retrieval specialist on the shift in Brisbane. It is 0900 now. You have a 
nurse/paramedic with you. You get called by QCC for modified primary from Macleay 
Island. 
Briefing 
QAS paramedic has been called to a house of a 74-year man who collapsed in his house 
while trying to get out of his bed. His wife prevented him from hitting his head slowly 
supported him as he fell to the carpeted floor. He has a stroke on his left side from which 
he has made a near complete recovery.  
You are tasked as a Cat 1 
Equipment needed  
 Adult airway equipment  
 Mannequin (intubatable)   
 Syringes / IV fluids etc.  
 Spine Board/Vacuum Mattress 
On arrival 
Patient brought to the shed near the Helipad on the island. He is in the QAS ambulance.  
Patient Details 
Mr John Stroke 74 male   
Airway: Stridor + GCS 4 (E1 V1 M2), Pulse 110/min BP 174/83, RR 32/min, froth seen in the 
mouth – evidence of tongue bite and urinary incontinence. 
Breathing: Increased work of spontaneous breathing. Movements of chest wall normal.  
Circulation: refill time of 5 seconds.  
Disability: unable to move left side  
BSl – 6.4 
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As soon as you assessed the patient the wife gave you discharge summary from Princess 
Charlotte Hospital. It showed previous Right MCA embolic stroke but the CT angiogram 
done at that time also showed a Anterior Communicating Artery aneurysm which was 0.5 
mm in diameter. You a now concerned about a possible Intra cranial bleed. 
Intubation – as per RSI SOP  
Key differences- Cerebro protective measures- avoid secondary brain injury  
Avoid hypoxia   
Fentanyl 200 mcg of more has been shown to improve outcomes by preventing rise in 
intracranial pressure associated with laryngoscopy. 
Elevate head 30 Degree (ensure the IJV is not kinked by turning head, tube ties should not 
obstruct the veins)  
Hypertonic saline 2ml/Kg over 30 mins to reduce increase in ICT 
Keep the patient well sedated and paralysed to reduce cerebral oxygen demand and 
prevent coughing. 
Hypovolemia to be aggressively corrected to maintain CPP. The target ICP is 5-15 mm of 
Hg which obviously cannot be measured (CPP = MAP – ICP). The MAP should be should 
be positioned to allow maintenance of CPP in the range 80-100 mm of Hg. (Target MAP 
90-120mm of Hg)  
Pa Co2 to be maintained the lower end of normal (35- 40 mm of Hg ) . Pa CO2 will be 
higher than ETCO2 (depending upon the position of the probe)   
Maintain normoglycemia (insulin dextrose infusion if needed). 
Where ICP appears to be increasing (papilloedema, bradycardia, hypertension, loss of 
pupillary reflexes) the use of hyperventilation to PaCO2 of 35 mm of Hg (reduces ICP but 
may reduce CPP) and the use of Mannitol (reduced ICP but may cause cerebral oedema) 
should be discussed with neurosurgical service.       
 Relevant SOPs 
SOP 2.01 Pre hospital RSI  
SOP 2.03 Optimising  Preoxygenation for RSI 
SOP 2.09 & 2.10 SPEED BOMB 1 & 2  
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Daily drills in Pre hospital and Retrieval Medicine 
#11 Prehospital Facial, Neck and Torso burns 
Learning objectives  
1) RSI in presence of facial burns 
2) Fluid management in burns  
3) Prevention of hypothermia in burns. 
Equipment needed  
 Adult airway equipment  
 Mannequin (intubatable)   
 Syringes / IV fluids etc.  
 
Scenario 
You are the Retrieval specialist on the shift in Brisbane. It is 0900 now. You have a 
nurse/paramedic with you. 
You are the clinical team leader. Clinical coordination calls about a retrieval from 
Maryborough hospital where a 46-year-old lady presented with facial burns. The locum doctor 
is not sure about airway burns but the patient is not having a stridor – although he can see 
singed nasal vibrissae and eye lashes. He estimates the percentage has 30% full to partial 
thickness and body weight as 60 kg. The time of incidence is 0800 am; your estimated flight 
time is 1 hour. 
You are tasked as a Category 1. 
Questions 
1) What equipment and extra preparation will you make sure to carry? 
2) What preparation will you do in terms of RSI? Fluid management? 
3) What specific instructions will you tell the locum GP in Maryborough before leaving? 
Answers 
1) Extra equipment – CMac if approved  (other difficult airway devices), Warming 
blanket 
2) Preparation- Parkland formula fluid requirement is = 4*BSA burns*Weight in Kilo -50 
% in first 8hours post burns. 
3) Instructions to GP  
a. Get help from airway competent doctor ASAP –RSI prophylactically if 
suspected airways burns (ENT help not available for Micro NPL scopy) 
b. Maintain urine output 1ml/kg – IDC  
c. Adequate analgesia & look for areas of circumferential full thickness burns  
On arrival 
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Airway: patient has stridor– no anaesthetist in hospital, GP not confident to intubate.  
GCS 15, Pulse 110/min BP 128/83, RR 27/min. Temp 30 deg. Left forearm show 
circumferential full thickness burns intubations  
Breathing: Increased work of spontaneous breathing burns over the upper chest, 
movements of chest wall normal.  
Circulation: Pale left hand, with cap refill time of 5 seconds.  
Right unburned UL normal.  
Note: Airway Management as per routine RSI protocol (With difficult airway algorithm handy 
and double prep). 
Avoid Sux if  
1. Burn is more than 72 hrs old 
2. Crush injury more than 72 hrs old 
3. Risk of rhabdomyolysis  
4. Predisposition for malignant hypothermia  
5. If Masseter spasm is a risk 
6. Previous bradycardia with Sux. 
 
Avoid Roc if  
1. History of Hypersensitivity 
 
Definitive management  
Need to obtain second IV access 
Intubation with Ketamine & Rocuronium  
Fentanyl for pain   preferred. Warm with Bear Hugger, warm saline, heater in helicopter. Etc. 
Make sure adequate pain relief, ADT  
Escharotomy of left forearm as soon as airway is dealt with.  
Post resuscitation care: judicious IV fluids, temp control, disposition to Burns Centre ICU  
Escharotomy 
 Mark incision sites (see figure 1):  
o For limbs:  
 Incisions begin 1 cm proximal to burned area and finish 1 cm distal to 
burned area  
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 Incisions are to be located on the medial and lateral aspects of the limb  
 Be aware of the path of the ulna, peroneal and saphenous nerves  
o For thorax (Figure 2):  
 Incisions are to be made along the anterior axillary lines, from the 
clavicles continuing over the abdominal wall if the burn extends to this 
region, avoiding breast tissue if possible  
o Transverse incisions along the clavicles and d the subcostal region joining the 
longitudinal mid axillary incisions.  
 Prep the area with antiseptic solution  
 Don Sterile gloves  
 If patient not anaesthetised, infiltrate non burned area with local anaesthetic solution  
 Incise along marked line through the full thickness of the skin into the subcutaneous fat 
(there should be a  
 noticeable separation of tissue)  
 Run finger along the base of the incision to ensure there are no tight bands of tissue  
 Ensure haemostasis  
 Check and document any improvement in tissue perfusion or ventilatory parameters  
 Dress incision with alginate  
 If possible, elevate the limb.  
 Regularly re-evaluate perfusion and or ventilatory function during transport.  
 Avoid hypothermia during transport  
 
 
 
 
 
 
 
 
 
 
 
Relevant SOPs 
SOP 2.01 Pre hospital RSI  
SOP 2.03 Optimising Preoxygenation for RSI 
SOP 2.08 Sux. vs. Roc.  
Figure shows preferred sites of Escharotomy incisions. 
Dotted lines show incision sites. Bold lines indicate 
where caution is required because of vascular 
structures and nerves. 
 
Robert & Hedges, Clinical Procedures in Emergency 
Medicine, 2014 
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SOP 2.09 & 2.10 SPEED BOMB 1 & 2  
SOPS 5.11 Escharotomy  
SOP needed (on warming)  
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Daily drills in Prehospital and Retrieval Medicine 
#12 Polytrauma with 2 patients 50 metres apart 
Learning objectives  
1) RSI in polytrauma scenario  
2) Scene management. 
Scenario 
You are the Retrieval specialist on the shift in Brisbane. It is 0900 now. You have a 
nurse/paramedic with you. You get called by QCC for a primary on Bruce Highway past 
Caboolture.  
Briefing 
Motorbike crash on to highway embankment at 100km/hr. 45-year-old male driver is on the 
road and a 42-year-old lady, who was the pillion rider, was ejected and has fallen 50 metres 
down into a ditch.   
You are tasked as a Category 1 
Equipment needed  
 Adult airway equipment  
 Mannequin (intubatable) x 2    
 Syringes / IV fluids etc.  
 Defibrillator  
 At least 3 people  
On arrival 
Patient #1: 45-year-old male driver 
Airway: Stridor + GCS 15, Pulse 110/min BP 128/83, RR 32/min. 
Breathing: Increased work of spontaneous breathing. Movements of chest wall normal.  
Circulation: Pale, feeble pulses, left hand, radial with a cap refill time of 5 seconds.  
Disability: No obvious disability seen. 
 
Patient #2: 42-year-old female in a ditch 50m away (found head down in the prone position) 
Airway: Slow breathing efforts. GCS 4, Pulse 110/min BP 70 systolic, RR 4/min. 
Breathing: Slow, saturation not recorded. No movements of chest wall seen. 
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Circulation: Pale, feeble pulses, left hand, radial with a cap refill time of 5 seconds.  
Disability: Obvious closed fracture of left femur with significant angulation and distal-
vascular compromise 
Questions: 
1) What preparation will you do in terms of RSI fluid management? 
2) What specific things will you plan about positioning the patients in this scenario? 
Answers: 
1)  SOP 5.09 
a. Exclude no haemorrhagic causes of shock 
i. Tension pneumothorax 
ii. Cardiac tamponade etc. 
b. Stop obvious bleeding e.g. Exsanguinating limb trauma 
c. Secure vascular access 
i. All shocked patients or at risk of shock should have 2 x IV access  
ii. IV access should be above the diaphragm where there is a likelihood 
or pelvic or IVC disruption. 
iii. If an attempt to establish IV access in a shocked patient is 
unsuccessful, after 2-3 mins then alternative access should be 
obtained. 
d. Fluid resuscitation  
i. Aim for systolic BP of 90mmHg or palpable radial pulse (permissive 
hypotension) 
ii. For patients with isolated head injury, aim for a MAP of 80-90mmHg 
iii. For head injured patients with other injury, significant ongoing 
bleeding or some distance from definitive care, aim for SBP of 110-
120mmHg to minimise exasperation of further bleeding 
 Adults Bolus 250-500ml of 0.9% saline up to 2000ml 
followed by packed red cells 
 Paediatrics 10-20ml per kilo of 0.9% saline up to 60ml per 
kilo followed by packed red cells, 10ml per kilo. 
2) Both patients are at a significant risk of deterioration; therefore need to be brought 
close to each other so that necessary assessment and management can be done 
simultaneously. Recommended positions are on next page. 
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Relevant SOPs 
SOPS 5.09 Prehospital management of shock in trauma 
SOP 2.01 Pre hospital RSI  
SOP 2.03 Optimising Preoxygenation for RSI 
SOP 2.09 & 2.10 SPEED BOMB 1 & 2  
SOP needed (on warming)  
 
 
 
 
 
 
 
 
FIGURE 3: PATIENT #1 
FIGURE 4: PATIENT #2 
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Daily drills in Prehospital and Retrieval Medicine 
#13 Chest Burns - Escharotomy 
Learning objectives  
4) RSI in burns patients 
5) Fluid management in burns patient 
6) Prevention of hypothermia in burns patient. 
7) Escharotomy 
Scenario 
You are the Retrieval specialist on the shift in Brisbane. It is 0900 now. You have a 
nurse/paramedic with you. 
You are the clinical team leader. Clinical coordination calls about retrieval from 
Millmerran hospital near Darling Downs where a 50-year-old man presented with 60% 
burns after he was set alight by a BBQ cylinder exploding in the Australia Day celebrations. 
The locum doctor reports no airway burns but significant full thickness burns over the 
chest, torso and left hand. He estimates the percentage has 60% full to partial thickness 
with body weight as 60kg. The time of incidence is 0800 am and your estimated flight 
time is 45 minutes. 
You are tasked as a Cat 1 
Equipment needed  
 Adult airway equipment  
 Mannequin (intubatable)   
 Syringes / IV fluids etc.  
Questions 
4) What preparation will you do in terms of RSI fluid management? 
5) What specific instructions will you tell the locum doctor in Millmerran before 
leaving? 
Answers: 
4) Preparation-  Parkland formula fluid requirement is = 4*BSA burns*Weight in Kilo 
-50 % in first 8hours post burns. 
5) Instructions to GP  
a. Get help from airway competent doctor ASAP –RSI prophylactically if 
suspected airways burns (ENT help not available for Micro NPLscopy) 
b. Maintain urine output 1ml/kg – IDC  
c. Adequate analgesia & look for areas of circumferential full thickness burns  
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On arrival 
Airway: Is patent but you decide to electively intubate the patient as escharotomy of chest 
wall is needed. GCS 15, Pulse 110/min BP 128/83, RR 27/min. Temp 30 deg. Left forearm show 
circumferential full thickness burns.   
Breathing: Increased work of spontaneous breathing burns over the upper chest, movements of 
chest wall normal.  
Circulation: Pale left hand, with cap refill time of 5 seconds.  
Right unburned UL normal.  
Note: Airway Management as per routine RSI protocol (With difficult airway algorithm handy 
and double prep). 
Definitively management  
Need to obtain second IV access 
Intubation with Ketamine & Rocuronium  
Fentanyl for pain   preferred. Warm with Bear Hugger, warm saline, heater in helicopter. Etc. 
Make sure adequate pain relief, ADT  
Escharotomy of left forearm as soon as airway is dealt with.  
Post resuscitation care: judicious IV fluids, temp control, disposition to Burns Centre ICU  
Escharotomy 
 Mark incision sites (see figure 1):  
o For limbs:  
 Incisions begin 1 cm proximal to burned area and finish 1 cm distal to 
burned area  
 Incisions are to be located on the medial and lateral aspects of the limb  
 Be aware of the path of the ulna, peroneal and saphenous nerves  
o For thorax (Figure 2):  
 Incisions are to be made along the anterior axillary lines, from the 
clavicles continuing over the abdominal wall if the burn extends to this 
region, avoiding breast tissue if possible  
o Transverse incisions along the clavicles an d the subcostal region joining the 
longitudinal mid axillary incisions.  
 Prep the area with antiseptic solution  
 Don Sterile gloves  
 If patient not anaesthetised, infiltrate non burned area with local anaesthetic solution  
 Incise along marked line through the full thickness of the skin into the subcutaneous fat 
(there should be a  
 noticeable separation of tissue)  
 Run finger along the base of the incision to ensure there are no tight bands of tissue  
 Ensure haemostasis  
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 Check and document any improvement in tissue perfusion or ventilatory parameters  
 Dress incision with alginate  
 If possible, elevate the limb.  
 Regularly re-evaluate perfusion and or ventilatory function during transport.  
 Avoid hypothermia during transport  
 
 
 
 
 
 
 
 
 
 
 
Relevant SOPs 
SOP 2.01 Pre hospital RSI  
http://lifeinthefastlane.com/ccc/prehospital-rapid-sequence-intubation-rsi/  
Revised and reviewed 20 April 2014 
SOP 2.03 Optimising Pre oxygenation for RSI 
http://lifeinthefastlane.com/ccc/rapid-sequence-intubation/  
Reviewed and revised 18 June 2015 
SOP 2.08 Sux. vs. Roc.  
SOP 2.09 & 2.10 SPEED BOMB 1 & 2  
SOPS 5.11 Escharotomy  
http://www.aci.health.nsw.gov.au/__data/assets/pdf_file/0003/162633/Escharotomy_CPG_n
ew_format.pdf 
Version August 2011 
SOP needed (on warming)  
 
Figure shows preferred sites of Escharotomy incisions. 
Dotted lines show incision sites. Bold lines indicate 
where caution is required because of vascular 
structures and nerves. 
 
Robert & Hedges, Clinical Procedures in Emergency 
Medicine, 2014 
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Daily drills in Pre hospital and Retrieval Medicine 
#14 Airway in agitated patients 
Learning objectives  
1) To describe the technique to improve the oxygenation in agitated patients.  
2) To optimise the position and get first pass success in agitated /violent patients. 
3) To describe how to keep staff and the patient safe when in a state of heightened 
psychomotor agitation. 
Equipment needed  
 Adult airway equipment  
 Mannequin (intubatable)   
 Syringes / IV fluids etc.  
 Vacc Mat, at least 5 – 6 blankets or sheets   
Scenario: 
You are the Retrieval Registrar on the shift in Brisbane. You have a nurse/paramedic with 
you. 
Your role will be the clinical team leader. Clinical coordination calls about retrieval from a 
Maleny – the patient is a 24-year-old man found in a single vehicle accident (Car vs. tree at 
60-70 k/h). The patient was found on the back seat – Not sure whether he was the driver. 
On arrival he was found restrained by 6 paramedics with firemen behind the ambulance. 
You land in the Maleny showgrounds where the QAS staff has arrived with the patient.  
You decide that getting airway control is of utmost importance. His best GCS is 9 but is 
very fluctuant going down to 3 on some occasions. BSL 6 ECG shows sinus tachycardia on 
the monitor   
Pulse 130 BP 130 /96 RR 8 Spo2 88% on 15 litres mask which he is trying to throw away. 
His pupils are large on both sides and he smells of alcohol. You also suspect recreational 
drug use.    
Questions: 
1) How can you safely intubate this patient – both patient safety & staff safety – How can 
you get control over this situation?  
2) What post intubation care will you provide before transportation to the RBWH? 
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Answers 
 
a. Adequate pre oxygenation- Mask ventilation is predictably difficult therefore use 
Ketamine 0.5mg /kg IV (if no IV access given in 1mg/kg) to dissociate the patient. 
This will enable better positioning of the patient. 
b. Adequate positioning head elevated at least 25 or in the ramp position – ear at 
the level of the sternal notch. May have to lower the Stryker stretcher or bring 
the head end outside the ambulance itself or use a footstool to improve the view 
on laryngoscopy.  
c. Once the patient is dissociated then Use SPEED BOMB as usual to prepare for 
intubation. Use spontaneous breaths for 3 minutes to DE nitrogenise the patient.  
d. Do not leave the patient, watch closely for vomiting, laryngospasm, recurrent 
agitation etc.  
e. Wait to SPO2 to pick up above 95 % preferably above 100% 
f. Obtain IV access. 
g. Intubate as per normal protocol.   
 
g) Make sure that the patient is paralysed and sedated throughout the transportation 
phase. Post-intubation SPEED BOMB checklist. 
References &Relevant SOPs  
SOP 2.05 Delayed Sequence intubation 
http://lifeinthefastlane.com/ccc/delayed-sequence-intubation/ 
10 January 2016  
SOP 2.01 Pre hospital RSI  
https://nswhems.files.wordpress.com/2011/09/rsimanual2-0final.pdf 
Version 2.0 July 2011 
SOP 2.03  Optimising Preoxygenation for RSI. 
http://emcrit.org/wp-content/uploads/2011/10/Preox-annals-article.pdf 
SOP 2.09 & 2.10 SPEED BOMB 1 & 2  
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Daily drills in Pre hospital and Retrieval Medicine 
 
#15 Delayed sequence intubation (In Sepsis/ Metabolic Acidosis) 
 
Learning objectives  
4) To describe the technique to improve the preoxygenation in critically ill hypoxic 
patients.  
5) To optimise the position and get first pass success in intubating hemodynamically 
compromised septic patients. 
Equipment needed  
 Adult airway equipment  
 Mannequin (intubatable)   
 Syringes / iv fluids etc.  
 Ventilator – with NIV mask and set up     
Scenario 
You are the Retrieval Registrar on the shift in Brisbane. You have a nurse / paramedic with 
you 
You are the clinical team leader. Clinical coordination calls about a retrieval from a Hervey 
Bay Hospital – the patient Mr Cecil Longbottom is a 74 year old man found to be 
hypotensive in the short stay unit.He was admitted the previous day with suspected 
pyelonephritis, however this morning he became lethargic and his radial pulse was not 
recordable.  
On arrival his best GCS is 14 (E3V5 M6) BSL 6 ECG shows sinus tachycardia with a rate of 
120 /min. BP 80/40 RR 12 Spo2 80% on 15 litres mask. Cap refill more than 4 sec. 
He has been given normal saline 2 litres over last 4 hours. His urine output since 12 hours 
has been only 200m l. VBG shows metabolic acidosis with mild hyperkalaemia K 5.7   
You decide that getting airway control is of utmost importance.  
Questions  
1) How can you safely intubate this patient and optimise their hemodynamics? 
Answers 
1) NIV is a good way to preoxygenate this patient – it will improve the functional 
residual capacity and improve recruitment of the alveoli further. Shunting is often a 
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significant issue in septic patient s. Adequate Preoxygenation will give up to 4-7 
minutes of extra time before the patient actually starts desaturation even in the 
presence of apnea. Severe metabolic acidosis makes this patient’s s prone for acidosis 
related malignant dysarrthmias and cardiac arrest once paralysed.    
Preparation  
h) Adequate preoxygenation- In case of sepsis an alternative way to Preoxygenation is 
to use the ventilator and its NIV function. Initial non – invasive support stage: 
Select CPAP/ PS mode Use ETCO2 monitoring and note the baseline ETCO2 – try to 
stay at this or below during RSI. Preoxygenate with this set up at least for 3, minutes.   
i) Ketamine to be used for dissociation at 1mg/kg ( or less if profoundly shocked )    
j) Once the patient is dissociated then Use SPEED BOMB as usual to prepare for 
intubation. Use spontaneous breaths for 3 minutes to denitrogenise the patient.  
k) Do not leave the patient, watch closely for vomiting, laryngospasm, recurrent 
agitation etc.  
l) Pu the NIV mask on attached to the previously set up Oxylog 3000/Hamilton 
ventilator NIV functions at 100% Fi 02 and a PEEP of between 5-15 cm of H2O – start 
at 5.  
m) Wait to SPO2 to pick up above 95 % preferably above 100 %, and then push the 
paralytic as usual.  
n) At about 15 seconds after induction select VC- SIMV mode and do a jaw thrust. This 
will continue non-invasive ventilation during apnoea period (not normally done 
during RSI) but is better and more controlled than bagging.  
o) Keep the jaw thrust going. Wait for 45 seconds for paralysis. Intubate usual. Once 
tube placement is confirmed increase rate to 30. Change the P max to 35. Monitor 
and note current ETCO2 value (it should reduce to from this value in 5 to 30 mins). 
Once this ETCO2 has returned to normal levels, and then resume conventional 
ventilation.  as    
Actual hemodynamic compromise  
Decrease the dose of ketamine to 0.5 mg .kg (or less if profoundly shocked)  
Rocuronium 1mg/kg (Sux 1.5mg/kg)  
Reducing the e dose of ketamine is critical if the patient is dependent upon sympathetic tone 
to maintain hemodynamic adequacy.  
Do not reduce the dose of the paralytic in the hypotensive patients. 
 On very rare occasion use paralytic alone  
Intubate as per normal protocol and maintain the patient on   
Ventilator set up (Oxylog only- Hamilton need to be added)  
 
 
PAGE 50 
Get an NIV mask connected to Oxylog 3000+ switched on and ready to go with ETCO2 in 
line  
Select VC- SIMV mode RR12/min PS =5 trigger at 2-3 IE 1:3  
Pre-set TV at 6-8 ml/kg  
FiO2 100%  
Pmax =20  
Inspiration should take o bout 1.3 sec with a pressure limited to 20 cm of H2o and should 
reduce the risk of stomach insufflation on the ventilator. 
Relevant SOPs  
SOP 2.02 RSI in metabolic acidosis 
SOP 2.05 Delayed Sequence intubation  
SOP 2.01 Pre hospital RSI  
SOP 2.03 Optimising Preoxygenation for RSI. 
SOP 2.09 & 2.10 SPEED BOMB 1 & 2  
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Daily drills in Prehospital and Retrieval Medicine 
#16 RSI in a Helicopter (on the ground)/Inflight in AW139 
Learning objectives  
7) To practise intubation in a helicopter while on the ground. 
8) To prevent the possibility of mid-flight intubation/procedures  
Equipment needed  
 Mannequin  
 Syringes / IV fluids etc.  
 Airway equipment  
 Helicopter in base. 412/AW139   
Scenario 
You are the Retrieval specialist on the shift in Brisbane. You have a nurse / 
paramedic with you. 
You are the clinical team leader. Clinical coordination calls about a retrieval from 
Bundaberg Hospital. The story is of Mr Damien McAdventure, a 36-year-old FIFO 
Electrician in a mine who goes on a drug bender whenever he is on his week off in 
Bundaberg. He was brought in agitated by QAS yesterday after an alcohol binge. He 
was also found to be hypoxic and heart failure. He has a significant history of 
recreational drug use who has now developed a Cardiomyopathy (most likely 
alcoholic). He is to be transported to TPCH for cardiac evaluation and potential work 
up for transplant.  
Before your arrival, he sobered up and is terribly upset about his diagnosis and 
obviously embarrassed about this current predicament. He is in the HDU of 
Bundaberg Base Hospital.     
On arrival 
Mr Damien is still breathless with 15 litre oxygen. GCS 15 Pulse 120 /min NSR BP 
154/97 RR 20 /min Spo2 100 % on NRB.   
Airway: clear, able to speak.  
Breathing: Increased respiratory rate and obviously distressed bilateral crepitations 
on both sides    
Circulation: Stable with no evidence of any significant blood loss   
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Disability: Bipedal oedema. 
You are very keen to get him to Brisbane. It is 1700 already and the shift ends at 
1800. You quickly transfer Damien to Helimod stretcher and call QCC to give a 
situation report. You quickly dismiss the coordinators suggestion to electively 
intubate him. You thoughts are ―He is young, he’ll be alright. You are a not a ―cowboy 
retrievalist ―- even if he deteriorates enroute we should be able to give him some NIV 
and he’ll be fine‖. 
Of you go at 3000 feet cruising altitude - You and nurse both are keeping a close eye 
on Damien while also catching up with friends on Facebook. You have set the 
monitor on 15 minutes timer and are regularly updating your notes. 
But wait a minute – why is Damien looking tired –a bit cyanosed perhaps and he is 
sweaty as well. He looks distressed. His sats drop to 90-92 % still on 15 litres NRB. 
You and the nurse go on the harness and set up the NIV on the ventilator.  
Soon it became clear that Damien has become more and more hypoxic; he is not 
keeping the NIV mask on and has become delirious due to hypoxia. The nurse 
informs QCC that an unscheduled landing is needed. After some time, the pilot gets 
clearance to land on the grounds of a local cricket oval.  
By this time Damien is clearly hypoxic RR 8 /min SPO2 on 15 lit is 82% Pulse 57/min 
BP 120 /72 mm of Hg. 
Questions 
1. What will you do now? 
2. What is the best position to intubate Damien?   
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Answers 
1. Usual protocol – SPEED BOMB.  
 
 
 
 
 
 
 
 
 
 
 
Figure 6  Bell 412 chopper  
 
 
 
Pull the Helimod 
stretcher outside the 
helicopter till about 
the shoulder of the 
patient.  
FIGURE 5 
The airway assistant can stand on 
the right side with kits dump on the 
airframe on the right side / The O2 
access would be on the left side and 
the suction can be positioned on the 
airframe itself near the kit dump. 
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Photos Courtesy Flight Paramedic Mr Rob Boyd  
Contact QCC – Give a Situation report before taking off again. 
1) Mention at least 2 actions you will take after the patient is transferred and 
you are back at the base.  
2) Team debrief  
3) Submit safety report  
4) Discuss with Base lead & internal audit – what will you do differently next time  
5) Follow up the patient. 
6) Now that we have AW 139 helicopters- do we have any other options – 
possible inflight intubation?  
 
References? 
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Daily drills in Pre hospital and Retrieval Medicine 
#17 Inverse intubation simulation 
Learning objectives  
To practise intubation in a restricted access scenario/ Inverse Intubation.  
 
Equipment needed  
 Mannequin  
 Syringes / IV fluids etc.  
 Airway equipment  
 Equipment to restrict access- chairs, hardboard etc.  
Scenario 
You are the retrieval specialist on shift in Brisbane. You have a nurse/paramedic with 
you. 
Clinical coordination calls about a primary on Cunnighmam highway where a 24 year 
old man is entrapped in car. The story is of Mr Trevor von Trapp, a 36-year-old dairy 
farmer from Toowoomba. He had a head on collision with a Mack truck and is 
entrapped in his car.  
On arrival 
Mr Von Trapp is still entrapped, Rural fire service Qld and QAS were able to talk to Mr 
Von Trapp but he has stopped breathing suddenly after QAS gave him Morphine 5 mg 
for pain. 
GCS 15 Pulse 120 /min NSR BP 154/97 RR 3 /min Spo2 dropping sown quickly to 
84 100 % on NRB.   
Airway: clear  
Breathing: decreasing breath rate & imminent respiratory arrest.    
Circulation: Stable with no evidence of any significant blood loss externally but legs 
are caught under the dashboard and splenic injury is a possibility.   
Disability?  
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Questions 
1. What is the best position to intubate Mr Von Trapp?    
 
Answers 
1. Needs urgent intubation – after scene safety is assessed. Supra glottic airway 
may be an easy way out but ETT is the Gold Standard.  
Double Prep for Cricothyroidotomy –REMOVE COLLAR-maintain inline traction.   
Will need inverse intubation from the Anterior of the patient – Steps below 
 
               Figure 7 Set up- - No access from right side and above 
 
 
Figure 8   Gaining better position anteriorly by straddling the patient 
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Figure 9 Hold Laryngoscope in the right hand 
 
 
Figure 10 Insert the Bougie with left hand once cords are visualised 
 Photo Courtesy Flight paramedic Mr Darren Burgess 
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Figure 5  Assisitant helping from the safe side 
Photos : Thanks to Darren Burgess Flight Paramedicc QAS – Archerfield. 
Ref : Nakstad and Sadberg Scandidavian Journal of Trauma 2011.19 :36 
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Daily drills in Pre hospital and Retrieval Medicine 
#18 RSI on the ground 
 
 
Learning objectives  
1) * ************************** 
2) **************************** 
 
Short intro into scenario  
Where you are and your role   
What you are 
What help is available  
Patient details  
Task details   
Expectations  
Equipment needed  
Prep details  
Scenario unfolds 
Questions to ask  
Procedures to perform 
Handover to give 
Feedback & review  
References : what SOPs where used if not ( what SOP need to be made)     
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Daily drills in Prehospital and Retrieval Medicine 
#19 *Airway with anaphylaxis to Rocuronium 
 
 
Learning objectives  
1) * ************************** 
2) **************************** 
 
Short intro into scenario  
Where you are and your role   
What you are 
What help is available  
Patient details  
Task details   
Expectations  
Equipment needed  
Prep details  
Scenario unfolds 
Questions to ask  
Procedures to perform 
Handover to give 
Feedback & review  
References : what SOPs where used if not ( what SOP need to be made)     
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Daily drills in Prehospital and Retrieval Medicine 
#20 Airway with anaphylaxis to Rocuronium 
 
Learning objectives  
1) * ************************** 
2) **************************** 
 
Short intro into scenario  
Where you are and your role   
What you are 
What help is available  
Patient details  
Task details   
Expectations  
Equipment needed  
Prep details  
Scenario unfolds 
Questions to ask  
Procedures to perform 
Handover to give 
Feedback & review  
References : what SOPs where used if not ( what SOP need to be made)     
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Daily drills in Prehospital and Retrieval Medicine 
#21 Cold intubation / Airway with no IV access 
 
 
 
Learning objectives  
1) * ************************** 
2) **************************** 
 
Short intro into scenario  
Where you are and your role   
What you are 
What help is available  
Patient details  
Task details   
Expectations  
Equipment needed  
Prep details  
Scenario unfolds 
Questions to ask  
Procedures to perform 
Handover to give 
Feedback & review  
References: what SOPs where used if not (what SOP need to be made)     
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Daily drills in Prehospital and Retrieval Medicine 
#22 Airway with C spine immobilized 
 
 
Learning objectives  
1) * ************************** 
2) **************************** 
 
Short intro into scenario  
Where you are and your role   
What you are 
What help is available  
Patient details  
Task details   
Expectations  
Equipment needed  
Prep details  
Scenario unfolds 
Questions to ask  
Procedures to perform 
Handover to give 
Feedback & review  
References: what SOPs where used if not (what SOP need to be made)     
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Daily drills in Prehospital and Retrieval Medicine 
#23 Airway Crisis – A dislodged/misplaced tube 
 
 
Learning objectives  
1) * ************************** 
2) **************************** 
 
Short intro into scenario  
Where you are and your role   
What you are 
What help is available  
Patient details  
Task details   
Expectations  
Equipment needed  
Prep details  
Scenario unfolds 
Questions to ask  
Procedures to perform 
Handover to give 
Feedback & review  
References : what SOPs where used if not ( what SOP need to be made)     
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Daily drills in Prehospital and Retrieval Medicine 
#24 Intubation in Asthma 
 
 
Learning objectives  
1) * ************************** 
2) **************************** 
 
Short intro into scenario  
Where you are and your role   
What you are 
What help is available  
Patient details  
Task details   
Expectations  
Equipment needed  
Prep details  
Scenario unfolds 
Questions to ask  
Procedures to perform 
Handover to give 
Feedback & review  
References : what SOPs where used if not ( what SOP need to be made)     
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Daily drills in Prehospital and Retrieval Medicine 
#25 RSI in the presence of chest trauma- suspected pneumothorax  
 
Learning objectives  
1) * ************************** 
2) **************************** 
 
Short intro into scenario  
Where you are and your role   
What you are 
What help is available  
Patient details  
Task details   
Expectations  
Equipment needed  
Prep details  
Scenario unfolds 
Questions to ask  
Procedures to perform 
Handover to give 
Feedback & review  
References : what SOPs where used if not ( what SOP need to be made)     
  
 
 
 
 
 
